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Dr

THE DIVISION OF HEALTH OF MISSOUR|

STANDARD CERTIFICATE OF DEATH

042

:”-ED JUN 1 1gsafgimmioq District No,

Primary Registration District No.

....59-016896__

STATE FILE NUMBER
965

........_..._____Z’_.-..._.

Registrar’s No.

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: RESidqnceJé‘;fore
o COUNTY  BUOHANAN o. STATE MISS OURI"' coumv! ND B.F'Wudm n}
Wy
b. CEI'RY {If outside corporate limits, give TOWNSHIP only) Inside Limits -vybchY Inside Limits
town St. Joseph Yes[gf No [ |l 9" “yown  SAVANNAH Yes[XJ No[]
c. Il-:‘llC‘)"S-PLI":'qAAMI(E)OF {If NOT in hospital, give location} | Length of stay in 1b d. iTD%%EEES (t outside, give location) Reside on Farm
oMethodist Hospitdal 13 day 410 North 3rd Yos (1 Mo
3. NAME OF DECEASED First Middle Last 4. DATE Month Doy Year
(Type or print) aF
WILLIAM COMBS WRIGHT oeaTH May 25 1959
5. SEX 5. COLOR OR RACE} 7. MARRIED[ JNEVER MARRIESL ] 8. DATE OF BIRTH 9. AE'E! Llir:'m:.; l::J::ﬁE?[’I)LEAR l:ol:l:iDER z:‘:RS.
male ” white 4 MDOWED[K] DIVORCEDL ] Dec, 5 ’ ia7% 8l v | .

10a. USUAL QCCUPATICN (Give kind of work dons
durirzg most of working life, wven if retired)

nightwatcehmdn |

10k, KIND OF BUSINESS OR

NDUSTRY

Andrev Count

11. BIRTHPLACE (City end stote or country}

12. CITIZEN OF WHAT COUNTRY?

, Mo, ° USA

130. FATHER'S NAME

William Wright

13b. MOTHER'S MAIDEN NAME

Ellen Welch

14. NAME OF HUSBAND OR WIFE

Hallie Wright

15. WAS DECEASED EVER IN U. 5. ARMED FORCES?
{Yus, no, or unknawn}| (If yes. give war or dates of service}

16. SOCIAL SECURITY NO.[ 17. INFORMANT

Mrs. Josephine Steele, Denver, Colo

Address

8. CAUSE 0]: DEEI!I!FEE\!:'”?COZI{]SOEI; a:;un per line for (o), (b), ond {c).) |NLESE¥AL BETWEEN
PART |- A : AND DEATH
IMMEDIATE caUsE @ _ ATberio-sclerotic heart disease with years
c¢ongestive failure
Canditions, it any, - DUE TO (b)
which gave rise to
above cause (o), }
stoting the under-
Z lying causs jost. DUE TO {c)
E PART . OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not refated to the terminal diseass condition given in PART | {a) 19. \geg FAé!TOEgY
- . RMED?
: Arterio-sclerotic gangrene of left footb YES[] NO K] 3~
2| 20a. ACCIDENT SUICIDE HQMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
w
v O (] g
3[ 20c. TIMEOF Hour Month, Day, Year
= INJURY ..
k] e,
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inor abous home,| 20f. CITY, TOWN, OR LOCATION COUNTY S5TATE
WHILE ATD NOT WHILE 0 farm, factory, street, office bldg., etc.)
WORK AT WORK
21. | attended the decsased from 5-12“53 ., to 5_25-59 and last iuw)ﬁ?g alive on 5-25-59
Death occurred at D . m on the date stated above; and 1o the best of my knowledge, from the causas stated.
229! SIGNATYURE (Dbgggaor title) I\ [ | 22b. ADDRESS 72c. DATE SIGNED
‘A ) WO o | Savannah, Missourl 5-26-59
230. BURIAL, CREMATION, | 23b, DATE 1 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county} {State)
REMOVAL (Specifr)
removal | May 25, 19!39 Savannah Cemetery Savannah, Missourl
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

reit Funeral Home, Savannsh

o

{Licensed Embalmer's S1cte| t on Reverse Side)

26. REGISTRAR'S SIGNATURE

i po—




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

BY M@, OF BY ..oeiiiiiiiiiiiiirimeiii e ee ettt e e e er et e s s e e e s ., Student Embalmer No. ..............ee

working under my personal supervision.

Student eveveiiiiiiiiii e e et
Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting,

If this body is not embalmed, fact should be so stated above.




